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Background:Lumbar hernia is a rare condition with less than 300 cases reported in the 
literature before 1980 and about another 86 patient’s conditions were discussed during 
last thirty years. 
Case presentation:We report a 79-year old female patient who presented with attacks 
of repeated vomiting associated with mild epigastric pain and followed by 
appearance of right flank swelling. Right lumbar hernia was diagnosed by CT 
abdomen. She underwent repair after inversion of the sac and had a smooth 
postoperative course. 
Conclusion: Lumbar hernias are rare cases, but should be pursued in diagnosis and 
treated rapidly because of the high rate of incarceration 
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Introduction 
Although spontaneous lumbar hernia was described more than 200 years ago, it is a rare 
entity with fewer than 386 cases reported in the literature till present. The diagnostic 
approach and the surgical treatment of this type of hernia were dramatically changed in the 
last decade of the twentieth century with the introduction of the CT scan, mesh repair and 
laparoscopic surgery. In our case, we report a right lumbar hernia in old female patient with 
multiple co-morbidities. She underwent open surgical repair under local anesthesia.  
Case Report 
This is a case of a 79-year-old female patient, known to have hypertension and dyslipidemia. 
She had been bed ridden and underwent surgery 4 months earlier for open reduction and 
internal fixation of comminuted inter-trochanteric fracture of the right femur. The patient was 
admitted to Nizwa hospital due to repeated vomiting associated with mild epigastric pain and 
followed by appearance of a right side flank swelling since. (Figure1). On examination the 
swelling was around firm, non-tender and non-reducible with no overlying skin changes. 
It was around 10cm in diameter in the right lumbar area just below the 12th rib posteriorly. 
Soft tissue US showed that the swelling was cystic with clear fluid and small intra-cystic 
irregular echogenic fat adherent to its medial wall (Figure 2).  
A CT scan which was done on the second day revealed  defect in-between the muscles of 
the right postero-lateral abdominal wall, through which retroperitoneal peri-renal 
edematous fat had herniated to be located subcutaneously . The herniated fat showed 
dirty appearance with fat strands and marginal thin rim of   fluid in hernia sac (Figure3). 
Review US confirmed that the cystic swelling became sub totally filled with refractory 
bright fat and thin rim of fluid (Figure 4). 
A diagnosis of lumbar hernia with possible impending incarceration was made on the basis of 
the clinical and radiological findings. 
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Figure 1. Photograph of 79-Year Old 
Female Patient with Right  Lumbar Swelling  
 
 
Figure 2: InitialUltrasound of the right 
lumbar swelling, showed   anechoic cystic 





Figure 3a: CECT of the abdomen (a- axial and b- sagittal reformats)showed defect in-between 
the muscles of   the right postero-lateral abdominal wall. Retroperitoneal peri-renal dirty 
fat,with multiple strands, is seen protruding through defect and forming subcutaneous fatty 
mass with thin marginal rim of fluid.  No bowel loop inside. Right kidney is seen in its normal 
location.  
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Figure 3b: CECT of the abdomen (a- axial 
and b- sagittal reformats) showed defect in-
between the muscles of   the right postero-
lateral abdominal wall. Retroperitoneal 
peri-renal dirty fat, with multiple strands, is 
seen protruding through defect forming 
subcutaneous fatty mass with thin marginal 
rim of fluid.  No bowel loop inside. Right 
kidney is seen in its normal location. 
 
Figure 4: Review ultrasound which was 
done immediately after CECT and 24r hours 
from initial US, showed that the cystic lesion 




Figure 5: Intraoperative photograph showing defect and protruding hernia   sac. 
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This patient was considered by the anesthetist to be of high risk due to her advanced age and 
associated co morbidities. The surgical repair was done under sedation and local anesthesia. 
The operative findings were of herniated sac through the defect in-between muscles of the 
right superior lumbar triangle. The sac was filled with thick oedematous, but viable, 
perinephric fat.  She underwent repair (Dowd-Ponka repair) as follow,  after the sac had been 
closed with purse string sutures, a prolene mesh patch was laid over the defect and sutured 
to the external oblique, latissimus dorsi muscles and lumbar periosteum using 3/0 nylon. 
Finally these muscles were approximated over the mesh. She recovered well with no 
detected post-operative complications. 
Discussion 
The lumbar region is an area defined superiorly by the 12th rib, inferiorly by the iliac crest, 
medially by the erector spinae muscle group, and laterally by the posterior border of the 
external oblique muscle as it extends from the 12th rib to the iliac crest.  This area 
encompasses two anatomical triangles, which form the commoner sites for lumbar hernias. 
The inferior lumbar (Petit's) triangle is bounded by the posterior free margin of the external 
oblique muscle in front, the Latissimus dorsi behind and the iliac crest below. The floor is 
formed by the internal oblique muscle and the lumbar fascia. The superior lumbar    
(Grynfeitt-Lesshaft's) triangle is bounded above by the 12th rib and the sacrospinalis muscle, 
behind by the erector spinae group and in front by the internal oblique. The Latissimus dorsi 
forms the roof of the triangle 1.  
Lumbar hernia is the protrusion of intraperitoneal or extraperitoneal contents through a 
defect of the posterolateral abdominal wall. The inferior and superior lumbar triangles 
account for about 95 per cent of lumbar hernias. Approximately 20 per cent of lumbar 
hernias are congenital. The rest are either primarily or secondarily acquired. The most 
common cause of primarily acquired lumbar hernias is increased intra-abdominal 
pressure. Secondarily acquired lumbar hernias are associated with prior surgical 
incisions, trauma, and abscess formation2. 
Lumbar hernia is rare, with fewer than 300 cases reported in the literature3. The most 
common symptom of lumbar hernia is a protruding lump in the flank, its size increases 
with activity, and it disappears when lying down. The patient may complain of a vague 
sense of discomfort, abdominal pain, and local tenderness. Bowel obstruction occurs in 
25% and there is about a 10% chance of strangulation. In these cases, the patient 
manifests with nausea, vomiting, abdominal pain and distension4.  
Lumbar hernias can be diagnosed by clinical symptomatology and physical 
examination. In many cases, the differential diagnosis of lumbar hernias includes a 
lipoma, sarcoma, abscess, hematoma or renal tumor5. As the diagnosis is usually difficult 
to confirm by purely clinical means, imaging modalities become necessary. A small and large 
bowel barium study has been recommended to determine which portion of the bowel, if any 
occupies the hernia. In addition an IVU may be performed to visualize any displacement of 
the kidney or ureter into the hernia. However, recent reports suggest that an abdominal CT 
scan is probably the most valuable imaging modality. A CT scan can accurately distinguish 
the muscular and fascial layers, detect the presence of a defect in these layers, visualize 
herniated fat or viscera and differentiate a hernia from a hematoma, abscess or soft-tissue 
tumor6,7. USG has also been reported to be useful in imaging a lumbar hernia8. 
Incarceration is reported at a high rate for lumbar hernias in the range of 25% 9. Multiple 
organs have been reported to herniate through lumbar hernias in addition to small intestine, 
including colon10 and segments of the liver11.  Consequently, Repair of lumbar hernias should 
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be performed as early as possible to avoid incarceration and strangulation. The classic repair 
technique uses the open approach, where closure of the defect is performed primarily by 
using prosthetic mesh. The laparoscopic approach, either transabdominal or extraperitoneal, 
is an alternative 12. Both open and laparoscopic techniques can be used with good results 13. 
The open approach was used in this patient due to our limited experience in such cases and 
the patient condition which did not permit general anesthesia  
Conclusions 
Lumbar hernias are rare cases. Knowledge of lumbar hernia is important to avoid 
misdiagnosis and any lumbar or flank mass should always raise suspicion of a lumbar hernia.  
CT is the gold standard for diagnosis. Because of its high rate of incarceration, appropriate 
planned surgical treatment should be done rapidly. 
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